Introduction
============

Metastatic tumour involvement of the anal canal is rare. There have been around 200 cases of metastatic anorectal melanoma, with the first case described in 1857 by Moore \[[@B1]\]. Other non-colorectal tumours in the anal canal are very rare. Metastatic tumour involvement of the anal canal from squamous cell carcinoma, anaplastic carcinoma of the lung and breast cancer has previously been reported \[[@B2]-[@B4]\]. Metastatic cancer to haemorrhoidal tissue is even rarer \[[@B5],[@B6]\].

Lemarchand et al. \[[@B7]\] performed a retrospective analysis of haemorrhoidectomy specimens obtained in a coloproctology unit between 1 January 1985 and 31 December 2001. Fifty-six histological abnormalities (0.69%) were detected among 8153 haemorrhoidectomy specimens considered normal at gross macroscopic examination. The authors concluded that routine pathological evaluation of haemorrhoidectomy specimens was not useful and was expensive. The authors also concluded that selection for gross and microscopic evaluation of suspicious areas at the preoperative examination should be continued.

A study by Cataldo et al. \[[@B8]\] looked at haemorrhoidectomy specimens taken from 21,257 patients over a 20-year period. They noted only one instance of unsuspected carcinoma of the anus diagnosed solely by microscopic analysis of a specimen that was taken at haemorrhoidectomy, and the authors recommended selective rather than routine pathological evaluation of haemorrhoidectomy specimens. It would be reasonable to assume that patients with known carcinoma would be at higher risk of developing haemorrhoidal metastases.

Case presentation
=================

A 69-year-old woman presented in February 2003 with a 6-week history of progressive change in bowel habit. She had noticed fresh blood mixed with her stools, a 1-stone weight loss, and pelvic pain.

Blood tests showed an elevated carcino-embryonic antigen (CEA) of 560 ng/ml and colonoscopy revealed a fixed, circumferential rectal carcinoma at 6 cm. No other synchronous tumours were noted to the level of the caecum. Computed tomography scan showed bilateral pulmonary metastases, multiple liver metastases, and a large mass in the recto-sigmoid region consistent with known carcinoma. Magnetic resonance imaging of the pelvis confirmed a large infiltrative tumour seen in the upper rectum with ill-defined margins. Rectal biopsy confirmed a moderate to poorly differentiated adenocarcinoma of large bowel type.

The patient was commenced on palliative chemotherapy with irinotecan and infusional 5-FU. After 14 cycles, the patient unfortunately developed progressive disease with new pulmonary metastases and an increase in the size of her liver metastases as well as an increase in her CEA from 113 ng/ml to 710 ng/ml. Consequently, in January 2004, treatment was changed to oxaliplatin and infusional 5-FU chemotherapy.

After three cycles, the patient presented complaining of prolapsed \'piles\' and on examination was found to have pedunculated, hard and ulcerating haemorrhoids. Tumour deposits were noted at the 6 and 12 o\'clock positions (Figure [1](#F1){ref-type="fig"}). These were subsequently excised and microscopy revealed deposits of moderate to poorly differentiated adenocarcinoma of large bowel type similar to the original rectal biopsy (Figures [2](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}).
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Conclusion
==========

This case is, to the best of our knowledge, the first case that demonstrates bowel adenocarcinoma deposits within haemorrhoids. We suggest that in patients with a history of colorectal cancer, careful examination of haemorrhoids during colonoscopy, as well as histological examination of suspected haemorrhoidal tissue after surgical resection, be performed to evaluate for the possible presence of metastasis.
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